caused the symptoms, but that it was something which occurred in that area analogous to what occurred in the sensitive areas of the nose in spasmodic rhinitis. In none of his cases had he met with sufficient hypertrophy of the lingual tonsil to justify removal. He maintained that cauterization of this lingual tonsil area undoubtedly brought relief, and if such a simple measure could produce absolute comfort in cases of spasmodic cough, and in some cases of dysphagia, he did not see why it should not be more widely used. The position he had taken up in his paper was that this area had been overlooked. He thought that in these days of high grade surgery a small region like this, which offered no opportunities for heroic operations, was likely to escape notice. He (Mr. Jones) thought it called for more attention than it apparently received at the present time.
aedema of the gullet wall, which adds greatly to the difficulty and danger of extraction. Even a large tooth-plate with a smooth surface may be so wedged in that it is hard to move, especially if attempts have been made to push it down with a bougie. It is, however, much more serious when the body has sharp angles and metal hooks which are apt to embed themselves in the mucosa and anchor it fast. A fractured denture of thin vulcanite is always a source of anxiety. Even more dangerous are large pieces of bone with sharp edges and irregular surfaces and crevices which harbour septic material-a factor which increases the risk of pressure ulceration. A patient came into hospital suffering from purulent mediastinitis, four days after swallowing a spicule of bone pointed at each end. Though it had not been interfered with, it was found at the post-mortem that one point had completely perforated the gullet, and the other nearly so. Cracked dentures which have been worn for a time, and badly kept, are liable to set up septic trouble. Safety-pins and pins variously mounted, also present difficult problems.
Before dealing with a foreign body, a careful survey of the case is absolutely necessary. The possession of a duplicate of the object is a real help. Radiograms made in different planes-antero-posterior, lateral and oblique-should be available, so that the exact presentation of the body may be made out and the problem of its extraction considered beforehand. Under general anaesthesia a careful inspection should be made for the purpose of orientation. Tubes of various calibres should be used; the larger give wide access; with the smaller, close inspection of any particular part of the wall is possible; the expanding tube is often of the greatest service. Attention should be directed to the situation of any sharp point, since to prevent such points from injuring the soft parts during extraction is the crux of the problem. It may be possible by seizing the point to rotate the body, so that the point may be brought into line with the long axis of the gullet and traction made without much fear of consequences. A large smooth body is often difficult to grasp; a long-handled hook passed beyond the body may serve to loosen and rotate it. It is occasionally possible to break up the impacted object and remove it piecemeal, a procedure, however, requiring the utmost care. Early extraction is of especial importance when the body is of jagged shape and has potential pressure points. Though a smooth body may remain for a long period in the gullet without doing much harm, provided it permits food to pass, an irregular one may rapidly set up septic infection. The variability of septic processes which occur is perhaps to be explained by the difference in nature and degree of virulence of the micro-organisms present. One pointed body may lie in situ some days, with little or no local reaction around it; another may be accompanied, in a short time, with a characteristic foetid odour which connotes ulceration. Thus, in the case of a soldier who swallowed a metal disc with a sharp edge and a diameter of half-a-crown, and who was seen on the sixth day after impaction, the odour was a warning to proceed with caution. A large sized tube enabled the body to be carefully loosened and extracted from a deep ulcer on each side of the cesophagus and the patient made a good recovery. On the other hand, a fractured vulcanite tooth-plate, swallowed by a young man, produced four days later a distinct fcetid odour, due to an ulcer produced by the pressure of a sharp angle on the left side of the wall of the gullet. A cautious attempt to disengage the plate was made but external cesophagotomy was considered advisable. After exposing the gullet and feeling carefully for the foreign body, I felt the wall break under my finger like a piece of wet paper, and the point presented. Through this rent the broken plate was easily extracted and the patient ultimately did well. This was an instance of deep ulceration quickly produced by a fractured surface already impregnated with septic material.
The onset of septic infection may be merely a matter of hours. A patient suffering from dementia paralytica had swallowed his denture. The occurrence was not noticed until about six hours after, when he was observed to be unwell, with a temperature of 1020 F. I saw him about ten hours after the event.
A radiogram showed the plate with two sharp clasping hooks and serrated edge impacted partly in the hypopharynx and partly in the gullet. Cn examination the plate was seen to be very firmly fixed by a hook embedded in the lower part of the pyriform sinus, from which an area of cedema extended on to the side of the larynx. The hook was disengaged without difficulty and protected during the further manipulation which delivered the body, The patient died a week later, and at the post-mortem a septic slough, giving practically a pure culture of streptococcus, was found in the pyriform sinus which the hook had penetrated; this had given rise to aspiration pneumonia. Sepsis may thus constitute a grave factor and these examples emphasize its important bearing on the form of treatment to be applied.
When there is difficulty in extraction, ought we to continue with our endoscopic procedures or to do an external operation ?
In the first place, external operation is practically limited to bodies in the upper segment of the gullet. I do not say entirely limited, for it is possible that extraction of a body lying below the suprasternal notch might be greatly facilitated by the closer access obtained through an cesophagotomy wound, in much the same way that a low bronchoscopy through a tracheotomy wound is sometimes an enormous advantage.
When perforation is suspected or actually present, an immediate external operation is indicated. Septic conditions which may favour perforation do not necessarily contra-indicate endoscopic manipulation, though they inculcate caution and impose a limit. In such cases cesophagotomy may be advisable. Figures taken from the statistics of general surgeons show a mortality ranging from 12 to 20 per cent. The form of the neck may have an influence upon the mortality, a long thin neck lending itself to more ready access and better drainage than a short, thick muscular one. Since the introduction of endoscopy, the operation is not often done by laryngologists, but there are occasions on which it is required, and it is desirable to have its indications more clearly defined.
DISCUSSION.
Sir WILLIAM MILLIGAN said that the removal of somiie foreign bodies presented extraordinary difficulties, and he considered that if the foreign body was in the respiratory passage there was every reason for urgency. If it was in the cesophagus, however, one could take one's time, within reasonable limnits. He was glad to hear Dr. Paterson lay stress upon the value of dilating the aesophagus during examination.
He thought this was of enormous importance, and added materially to the ease and safety with which one could remove the foreign body. There were some foreign bodies, for instance safety-pins, which were difficult to remove, since they were liable to tear the walls of the oesophagus. If open and with the point upwards, a problemi presented itself which demanded careful consideration. The question arose as to whether it would not be better, after having located the pin by means of X-rays and also by the use of the cesophagoscope, to perform an external operation at once. Everyone who had had experience of these cases knew how difficult it was to prevent the point of the pin lacerating the wall, and once the wall was lacerated-even in a minute abrasion-there was the risk of septic infection. Therefore, he (Sir William) was of opinion that endoscopists were neglecting to some extent the value of the external operation. It was true that they could remove almost every foreign body per vias naturales, but not every foreign body could be so removed. In these exceptional cases, although they might be successful in removing the foreign body, they certainly subjected their patients to a great amount of risk in their attempts. Sir William showed a photograph of a laceration of the oesophagus caused by a sharp pointed bone-which had been impacted in the (esophagus for several days. The patient was vomiting small quantities of blood, and before anything could be done, a severe haemorrhage occurred and death followed. He also referred to the case of a girl who was said to have vomited a pint of blood the day before she was seen. There was a history that she had swallowed a foreign body (a bone) and on examination a small granulation was seen on the posterior wall of the (esophagus opposite the arch of the aorta. He (the speaker) had decided to leave things alone, and the patient had been put back to bed. The following day patient had another violent hemorrhage and died, and on autopsy a bone had been found immediately under the granulation, having perforated the aorta. In that case there had been unnecessary delay in sending thc patient to hospital. He (Sir William) thought that all foreign bodies which were jagged, pointed and sharp in any way, should be removed immediately, simply because the mnovemnent of the (esophagus (if it did not actually perforate) tended to produce laceration and perforation. Another important point was that in many cases the foreign body (for instance a large piece of bone) so filled the (esophagus that one could see no lumen at all. Under those conditions he (the speaker) thought they ought to make more use of hooks-not only one hook, but two hooks-one on either side of the foreign body so as to get it sufficiently dislodged to be able to pass a pair of forceps round or over it. He exhibited a collection of foreign bodies which he had successfully removed.
Dr. WILLIAM HILL said that most foreign bodies with jagged points were not in the gullet at all, but in the deep pharynx, and the sooner they were removed the better. One must never forget that these foreign bodies perforated very quickly, and it might be advisable to resort to the external operation. Familiarity with this operation illade one nmore ready to embark upon it, and he (Dr. Hill) thought this was a much safer plan than devoting, say, three-quarters of an hour to trying to turn a foreign body with a hook. He agreed with Sir William Milligan that with the constant movelmlent of the gullet the jagged point tended to go deeper and deeper into the tissues and to produce mediastinitis which was nearly always fatal.
Mr. T. B. LAYTON, referring to Dr. Paterson's remarks on the imllportance of careful observation before attempting to remove a foreign body, asked how long Dr. Paterson thought it was justifiable to wait before attempting removal.
Mr. F. H. WESTMACOTT said that in a large nulmlber of cases endoscopists were called upon to remove small dentureslike the specimen which had been handed round -from the lower cesophagus. He (the speaker) thought they should institute a propaganda against the manufacture of these small dentures, as they were the cause of a considerable amount of trouble and danger. Dentures ought to be made to cover completely the whole of the palate. With regard to Mr. Layton's question as to whether one ought to delay the removal of a foreign body or remove it at once, the two sides of the question had already been summarized by Sir William Milligan. He (AMr. Westmacott) thought that in all cases one ought not to neglect the call to remove a foreign body, even although it might not be found in the same situation on arriving.
Copper coins ought to be attacked immediately, as in a few hours they corroded the wall of the cesophagus.
Mr. WV. G. HOW ARTH said that in his experience large solid pieces of bone were the most dangerous foreign bodies because of their jagged nature, and also because they were extraordinarily septic, and it was in cases of this nature that the possibility of external operation was most urgent. The external operation was comparatively easy in the upper part of the food passage, but what was to be done when the body was inipacted at the level of the aorta? Was one to approach it from the back, or was it better to adopt the anterior method by taking out a rib and displacing the heart ? There were advantages in both methods: certainly the frontal one gave a very good v-iew, and drainage could be satisfactorily arranged for.
Mr. E. MUSGRAVE WOODMAN said he agreed with Sir Williamii Milligan and Dr. Hill on the question of external operation. The operation which Mr. Howarth had mentioned was comiiparatively easy, but it was not free from danger. The (esophageal wall was composed of soft tissue and had no serous coat.
Mr. H. SMURTHWAITE said that in the case of a child said to have swallowed a foreign body, the statement of the mother should not always be accepted. He (the speaker) had shown a case at the last meeting of the Section of a child aged 6 months who had swallowed the whistle from a rubber toy, and had been seen by a surgeon three weeks previously. The child developed difficult breathing, and was sent into hospital. He (Mr. Smurthwaite) had located the foreign body lying at the level of the tracheal bifurcation. Although it could easily be seen through the bronchoscope, it could not be removed-the forceps he had all being too large to pass down so small a tube, but it was ultimately successfully removed with a hook which he specially designed for the purpose. He certainly thought blunt hooks ought to be used in selected cases.
Dr. PATERSON (in reply) said that the discussion had brought out what he wanted to know, and he was glad that his own opinion had been endorsed. He had been pleased to hear Mr. Howarth's remarks with regard to external operation. He (Dr. Paterson) had only seen the operation by an external route carried out once, and that was for a foreign body which had been impacted for from fifteen to sixteen years in the lower part of the gullet, just behind the heart. The question was, whether some thing ought to be done at once to save the patient's life, and a colleague of his under took the operation; and it was found-what one had suspected fromn the examination -that there was such dense adhesions that the safest policy was to leave the foreign body alone. In this case he was impressed by the readiness with which the foreign body could be approached at such a low level.
Diseases of the Thyroid Gland in their relation to Laryngology.
By F. HOLT DIGGLE, F.R.C.S. (ABSTRACT.) IT is my intention to limit my remarks to the consideration of (1): the incidence of laryngeal paralysis in benign diseases of the thyroid gland and (2) the effects of thyroid enlargement on the position and shape of the trachea.
Various estimates as to the incidence of laryngeal paralysis in thyroid diseases have been quoted but it is difficult to ascertain what percentage of these is pre-operative. During the last eighteen months I have examined thirty-four cases of thyroid enlargement, comprising twenty cases of simple parenchymatous goitre, seven adeno-parenchymatous, six exophthalmic and two cystic goitres. Of these thirty-four cases seven, or 206 per cent., presented laryngeal or tracheal manifestations. Probably this percentage is too high and a more reliable estimate would have been formed if a further series of cases had been examined. Of the seven cases presenting laryngeal and tracheal manifestations one was a case of functional aphonia occurring in a case of exophthalmic goitre. Three cases presented symptoms due to tracheal stenosis-one of which improved under medicinal treatment. There was one case of paralysis of the right vocal cord due to a perithyroiditis and one of adductor spasm due a large parenchymatous goitre. Finally, one case with hoarseness was lost sight of before the investigation was completed. There was no laryngeal paralysis.
A study of the anatomical relations of the cervicai portion of the recurrent laryngeal nerve will show that it is applied to the lateral wall of the trachea and does not lie in the tracheo-cesophageal grove as is so commonly believed. It will further be realized that a degree of pressure sufficient to implicate the recurrent nerves would compress the trachea and thereby induce symptoms requiring immediate attention before any severe paralysis could result.
Any extension of the thyroid gland behind the trachea, pharynx or cesophagus will tend to stretch the recurrent laryngeal nerve and so induce paralysis. An interesting case of this nature is recorded by James Berry. The patient was first seen by Sir StClair Thomson and presented a paralysis of one cord with some dysphagia. A large retropharyngeal extension of the thyroid gland was disclosed at the operation. These retrocesophageal, retropharyngeal or retrotracheal extensions of the thyroid gland are interesting, for if associated with laryngeal paralysis and some dysphagia, as is so commonly the case, they may be mistaken for malignant disease of the cesophagus or mediastinum without further and more thorough examination. The fact that in the majority of such extensions there is little or no apparent external swelling of the thyroid gland renders this mistake more' easily made. Kaufmann quotes such a case where an cesophagostomy was performed, unfortunately with a fatal result.
